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· The majority of maternal deaths and much of the chronic 
morbidityresulting from childbirth are due to the failure to get 
timely help for complications at delivery.  
· In northern Sudan 68% of births were delivered at home .The 
majority of births were attended either by a village midwife 
(VMWs) 44% or traditional birth attendant (TBA) 31%. A doctor 
was in attendance in only 6% of births. Even in urban areas 
women mainly rely on midwives and TBAs for assistance during 
delivery. So the presence of skilled person during delivery even 
outside an institutional setting can substantially reduce delays in 
reaching life-saving intervention. This descriptive cross-sectional, 
community based study was conducted in Sinnar state in the 
period from January to Jun 2006 to assess the knowledge of 
VMWs and TBAs (trained and untrained) and their role in 
maternal health in the state.  
· A total of 560 midwives had participated in this study, out of them 
were 384 VMWs being selected from the total 562 VMWs in the 
state by  using simple random sampling technique, while the total 
coverage of 176 TBAs was done (141trained TBAs and 35 
untrained TBAs).   An interview using a modified WHO 
standardized questionnaire was done to collect the data from 
both VMWs and TBAs according to the stated objectives. Direct 
interview was also conducted by the researcher targeting the 
senior obstetricians and gynecologists in the two main teaching 
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hospitals in the state regarding the referral source of complicated 
cases to their hospitals which revealed that 50% of these cases 
were referred and accompanied to the hospital by VMWs while 
TBAs did not show themselves or accompany their patients to 
the hospital whenever it is required. 
· The results also revealed that recognition of bleeding as a 
danger sign during pregnancy was reported by 91.4%, 87.2% 
and 85.7% of the VMWs, trained and untrained TBAs 
respectively. Bleeding was also reported as the highest 
recognized danger sign during and after delivery with no 
significant difference between all participants.  
·  While in the recognition of other danger signs rather than 
bleeding whether during pregnancy, delivery or postpartum, a 
significant difference was noted between trained and untrained 
TBAs as well  as between them and VMWs (P<0.05). 
· Illiteracy rate was found to be very high among both VMWs 
(62.8%) and TBAs (93.2%). 59.4 % of the VMWs and 41% of the 
trained TBAs were not informed about their job description, no 
significant difference seen between the VMWs and trained TBAs 
(p>0.05).  26.6% of the total investigated midwives never been 
supervised . 
· Of the total investigated midwives 91% had attended a basic 
midwifey training course, while only 8.6% joined refresher 
courses in midwifery services and 9.8 % had refresher course in 
a provision of  reproductive health (RH) services, no significant 
difference has been noted between the trained and untrained 
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TBAs (p> 0.05), while significant difference was noted between 
them and the VMWs(p 0.05). 
· Scissors, forceps and soap were the highest recognized kit 
contents constituted 98.4%, 97.9% and 93.5% among VMWs 
and 96.5%, 93.6% and 58.1% among trained TBAs while 5.7%, 
2.9% and 5.7% among untrained TBAs respectively. 64.5% of kit 
contents were mainly provided by the state ministry of health 
(SMOH), while the majority of the midwives (93.4%) replenished 
it from their own resources. 
· Only 47% of the total interviewed midwives have participated as 
health team members at the nearest basic  health units in 
provision of reproductive health services. 
· Poverty and family refusal and transportation difficulties were the 
most reported factors hindering patients from reaching the 
hospital. Not being paid a salary was a main problem with SMOH 
and the locality as reported by 56.5% of the VMWs and 40.4% of 
trained TBAs                               
It was concluded that the role of VMWs and TBAs is mainly restricted at conducting 
home deliveries and referring complicated cases to hospitals. knowledge of VMWs 
regarding recognition of kit contents or danger signs required referral rather than 
bleeding was not that good as expected but were better than trained TBAs and the latter 
had much better knowledge than untrained TBAs. Less than 50% of the total 
investigated midwives were involved in a basic health unit activities. Illiteracy rate was so 
high (75%) among both  VMWs and TBAs, supervision and refresher training courses 
were so weak and irregular. Poverty, family refusal and transportation difficulties were 
the most common causes hindering referral of patients to the hospital. No financial or 
logistical support ever been received from the local authorities of the state. Thus this 
study has recommended to: 
· Terminate the activities of untrained TBAs in order to avoid their harmful practices as 
expected from the level of their knowledge. 
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· Cover the rest of the villages in the state (almost one third according to SMOH 
records) by trained and skilled VMWs. 
· Stress during the training of VMWs and TBAs on the early recognition of danger 
signs during pregnancy, labor and puerperium. 
· Raise the awareness of mothers and families regarding the need to consult a well 
trained and skilled personnel during antenatal, intranatal and postnatal period. 
· Strengthen the supportive supervision and refresher courses to improve the 
performance of midwives and to update them with the latest techniques.   
· Conduct descriptive cross-sectional in-service training study assessing the skills of 
VMWs and trained TBAs while providing maternal health services.  
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1.1 . Background: 
It is estimated that skilled personnel attends only around 52% of 
births in developing countries, this means that nearly half the 
world's infants are delivered with help of untrained traditional Birth 
attendants (TBAs), family members or by mothers alone. When 
complications arise they have no adequate way of dealing with 
them and although medical assistance may be sought it is often 
only after considerable hesitations, all too often the mother 
reaches skilled care when she is already past the point at which 
intervention can be successful (1). Delays in reaching care are often 
summarized as the "three delays"- delay in recognizing 
complications, delay in reaching care and delay in receiving 
appropriate care at the health facility (2). 
The presence of skilled person during delivery, even outside an 
institutional setting can substantially reduce delays in reaching life- 
saving interventions(3).  
Each death or long-term complications represents an individual 
tragedy for the woman, her partner, her children and family. More 
tragically, most deaths are avoidable. It is estimated that more than 
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80% of maternal deaths could be prevented or avoided through 
actions that are proven to be effective and affordable, even in 
resource-poor countries(4). 
In Sudan a women in reproductive health constitute around 20% of 
the total population. Despite the early start of the organized 
midwifery services in the early twenties of the last century Sudan is 
still one of the countries that suffer high disadvantage motherhood 
indicators. For example estimates of maternal mortality are high 
and require local, national and international efforts to improve the 
situation. Maternal health indicators in general and MMR in 
particular are unacceptable for the early start of modern mortality 
services (5). 
Estimates of MMR are about 509 deaths /100.000LBs according to 
the safe motherhood survey (SMS1999). The situation has not 
improved (about 8% reduction) during the last 10 years {Sudan 
Demographic and Health Survey (SDHS 1990) estimated the ratio 
was 556 deaths/100.000 LBs}. The infant mortality rate is 68 per 
1000 LBs, neonatal mortality rate is 31 deaths per 1000 LBs. The 
proportion of infants who died in the first 4 weeks of life out of total 
death is about 30% in the early nineties (SDHS 1990) and 46% in 
late nineties (SMS1999).The total fertility rate is 5.4 births per 
women and contraceptives prevalence is 7% (SMS 1999) (5).Sudan 
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household survey (SHHS-2006) revealed MMR of 1017 
deaths/100.000 including the ten southern states. 
The 25 years strategic plan of the Federal Ministry of Health 
aims at reducing maternal mortality through the following 
objectives: 
· To reduce by three quarters between the year 1999 and 2015, 
the MMR to 99 deaths per 100.000 LBs. 
· To attain 100% coverage of villages with village midwives by 
the year 2010. 
· To increase the coverage by emergency obstetric care 
services to 100% by the year 2010.   
· To Increase tetanus toxoid vaccination (TT2) coverage in 
pregnant women from 37% to more than 80% by 2010. 
· To increase use rate of family planning services from 7% to 
not less than 50% by 2027. 





1.2.1 Skilled Attendant: 
Is a person with midwifery skills, such as a midwife, doctor and 
nurses who have been trained to proficiency in the skills to 
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manage normal (uncomplicated) pregnancies, childbirth and the 
immediate postnatal period, and identify, manage or refer 
complications in the woman and newborn (6). 
 
1.2.2 Village midwife (VMW): 
Defined as the person who has successfully completed the 
prescribed course in midwifery (One year) and who is able to give 
the necessary supervision, care and advice to women during 
pregnancy, Labour and postpartum period, to conduct deliveries 
alone and to care for the newborn and the infant. In Sudan she is 
also known as legal dai. 
 
1.2.3 Assistant Health Visitor (AHV): 
Is a village midwife who undergone further one year training 
regarding antenatal and postnatal care, immunization, health 
education, family planning and reporting, skilled health personnel 
should exclude the following even if they have received training(7): 
 
1.2.4 The traditional birth attendant (TBA): 
Which is an individual, who helps women during their pregnancy, 
Labour, delivery and puerperium according to local customs and 
believes. The TBA is almost always a female (8). They are of three 
types: 
 
1.2.4.1 The untrained TBA: 
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She performs the functions of trained midwives, but usually she is 
illiterate has not had any formal training but has learnt her skills 
from an older TBA or through experience without formal 
educational requirements and other standards therefore, she 
doesn’t know what are or not correct practices (8). 
 
1.2.4.2 Trained TBA: 
She is initially acquired skill by delivering babies through 
apprenticeship to other TBA but who has in addition received a 
short course of training (Normally not more than one month though 
it may be spread over a long period) through the modern health 
care sector to upgrade her skills and to correct their harmful 
practices and reinforce those practices that are correct, {however, 
the TBA who has undergone extensive training (6 month or 1 year) 
and is improved as a primary health care worker in the formal 
system but who continues to deliver babies in her community may 
be classified as a trained attendant as above (9).  
 
1.2.4.3 Any other attendant: 
Including family members designated by an extended family to 
attend births in that family, and the TBA who assist mothers during 
childbirth and initially acquired her skills by delivering babies 
herself or through apprenticeship to other TBAs. Even though 
individually they may conduct a few deliveries the quantitative 
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figures for the number of deliveries they conduct may be very 
large. A large number of mothers may be requesting for the 
services of occasional birth attendant because of: 
· Distance from health services. 
· Financial, personal or cultural reasons. 
· Multiple demands in women’s time. 
· Women’s lack of decision- making power within the family 
        in Rural areas. 
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. JUSTIFICATION: 
There is no doubt that the majority of maternal deaths and much of 
chronic morbidity resulting from childbirth are due to failure to get 
timely help for complication at delivery (18). 
Midwifery schools has been spread over the whole country 
graduating hundreds of VMWs annually in order to care for women 
during pregnancy, Labor and postpartum period and to conduct 
normal deliveries alone.  
· According to 1999 SMS the majority of deliveries took place 
at home and most of them attended and performed whether 
by a midwife (44%) or TBA (31%).(18) Since those two 
maternal health providers act as the first line of defense 
through conducting the normal deliveries at home and 
referring complicated cases to health facilities, their 
knowledge regarding recognition of kit contents and danger 
signs need to be scientifically assessed in the state in order 
to provide information on the actual level of acquired 
knowledge and to determine regarding their future training  
and provision of services. Moreover, this baseline study is 
the first to be conducted in this country addressing this issue. 
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   2EMHFWLYHV 
· 1. General Objectives: 
To assess the role of VMWs and TBAs in Sinnar state regarding 
maternal health in order to provide information on the actual 
Knowledge they had acquired. 
· 2. Specific Objectives: 
1. To assess the knowledge of VMWs and TBAs (trained and 
untrained) regarding recognition of danger signs during 
pregnancy, birth and postpartum period. 
2. To verify the basic and refresher training that VMWs and 
TBAs (trained and untrained) had received in the past. 
3. To check the ability of VMWs and TBAs in identifying the kit 
contents and the sources of provision and replenishment. 
4. To identify the challenges and constraints faced by the VMWs 
and TBAs  in the field of their career. 
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. LITERATURE REVIEW : 
 Pregnancy Risk:                                                                                                                                                                         
A pregnant woman has one foot in the grave, this traditional 
African saying summarizes the influence faced by pregnant women 
in many part of the world. Each year throughout the world 
approximately eight million women are suffering pregnancy- 
related complications and over half a million will die of pregnancy – 
related complication compared to one in 5000-10.000 in some 
developed countries (10).     
Despite a diversity of worldwide actions and interventions 
undertaken to decrease MMR and improve maternal health safe 
motherhood continues to be a problem with geographical 
dimensions. Less than 1% of maternal deaths occur in 
industrialized countries (11). 
The middle and low income countries share more than half a 
million maternal deaths between them and additional 15 million 
women experience permanent damage to their reproductive 
health. (12,13,14). 
Please purchase PDFcamp Printer on http://www.verypdf.com/ to remove this watermark.
 10
 Besides obstetric complications , predisposing factors for maternal  
un health and  death include ignorance, poverty and social 
injustices (15,12).  
In order to successfully combat this problem three main areas to 
be considered: (1) reducing the likelihood of unspaced 
pregnancies , (2) reducing the risk of a women experiencing a 
serious complication during  pregnancy, labour and delivery, and 
(3) improving the likelihood of a positive outcome for women with 
complication (16) . 
 Antenatal care: 
Is the care of the woman during pregnancy. The primary aim of 
antenatal care is to achieve at the end of pregnancy a healthy 
mother and a healthy baby. Ideally this care should begin soon 
after conception and continues throughout pregnancy (17). 
In the safe motherhood initiative all women must receive basic but 
professional antenatal care refers to pregnancy-related health care 
provided by a doctor, a health visitor or other qualified personnel. 
An antenatal care provider is expected to conduct some basic tests 
and checkups on pregnant women, advice them on the correct diet 
and precausions to be followed, provide iron and folic Acid tablets 
and give vaccination against tetanus (18). 
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 Risk Approach: 
The central purpose of antenatal care is to identify “high risk” 
cases as early as possible from a large group of antenatal mothers 
and arrange for them skilled care, while continuing to provide 
appropriate care for all mothers but with special attention to those 
who need them most (17). 
 Home Visits: 
Home visits is the backbone of all maternal and child health 
services. Even if the expectant mother is attending the antenatal 
clinic regularly, it is suggested that she must be paid at least one 
home visit by the health worker female or public health nurse. 
More visits are required if the delivery is planned at home because 
these visits will provide an opportunity to observe the 
environmental and social conditions at home and also to give 
prenatal advice (17). 
 Delivery Care: 
Childbirth is a normal physiological process, but complications may 
arise. Septicemia may result from unskilled and septic 
manipulations, and tetanus neonatorum from the use of 
unsterilized instruments. The need for effective intranatal care is 
therefore indispensable, even if the delivery is going to be a normal 
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one. The emphasis is on the cleanliness, it entails-clean hands and 
fingernails, a clean surface for delivery, clean cutting and care of 
the cord and keeping birth canal clean by avoiding harmful 
practices (17). The majority of maternal deaths and much of the 
chronic morbidity resulting from childbirth are due to the failure to 
get timely help for complications at delivery. It is therefore essential 
that delivery be conducted under proper hygienic condition with the 
assistance of trained medical practitioner (18). 
The aims of good intranatal care are:  
i. Thorough asepsis. 
ii. Delivery with minimum injury to the infant and mother. 
iii. Readiness to deal with complications such as a prolonged 
Labors,antepartum hemorrhage , convulsions, malpresentations, 
prolapse of the cord, etc. 
iv. Care of the baby at delivery: resuscitation, care of the cord, 
care of the eyes, etc (17). In northern Sudan 86% of births 
were delivered at home. Only 12% of births were delivered in 
government hospitals, and 1% of births were delivered in 
private hospitals. Even in urban areas institutional births 
account for only 30% of deliveries. 
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The majority of births were attended either by a midwife (44%) or a 
TBA (31%).A doctor was in attendance in only 6% of births. Health 
visitors and other trained functionaries assisted in less than 10% of 
deliveries. Even in urban area, women mainly rely on midwifes and 
TBAs for assistance during delivery. Doctors, health visitors and 
other health functionaries attended less than one-third of deliveries 
in urban areas. Relatives, specially mothers (i.e.; grandmother of 
the child), have assisted in many deliveries. While in many cases 
they were perhaps helping the midwives and TBAs, in 13% of 
deliveries they alone were the births attendants.(18) 
 Postnatal Care: 
Care of the mother (and the newborn) after delivery is known as 
postnatal or post-partal care. Broadly this care falls into two areas: 
Care of the mother which is primarily the responsibility of the 
obstetrician; and care of the newborn, which is the combined 
responsibility of the obstetrician and pediatrician. This combined 
area of responsibility is also known as perinatology (17). 
The importance of maternal care after delivery of the overall health 
of a mother and her newborn child is often not as well recognized 
as the significance of either antenatal care or delivery care. In 
settings where most of the birth takes place at home, postpartum 
care checkups within few weeks after delivery are considered 
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particularly crucial. Women must have abdominal examinations, 
breast and internal checkups, advice on breastfeeding and baby 
care and discussion of family planning (18). 
Home Delivery V.S. Institutional Delivery: 
Mothers with normal obstetric history may be advised to have their 
confinement in their own homes, provided the home conditions are 
satisfactory. In such cases, the delivery may be conducted by the 
Health Worker Female or trained dai. This is known as “domiciliary 
midwifery services.”  The advantages of the domiciliary midwifery 
services are: 1.The mother delivers in the familiar surroundings of 
her home and this may tend to remove the fear associated with 
delivery in a hospital 2. The chances for cross infection are 
generally fewer at home than in the nursery/ hospital and 3. The 
mother is able to keep an eye upon her children and domestic 
affairs; this may tend to ease her mental tension. (17). Domiciliary 
midwifery is also not without disadvantages 1. The mother may 
have less medical and nursing supervision than in the hospital 
2.The mother may have less rest  3.She may resume her domestic 
duties too soon and 4.her diet may be neglected (17). The argument 
that childbirth is natural event and should take place at home 
doesn’t guarantee that everything will be normal. Domiciliary 
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outreach is a major component of intranatal health care. The 
Female Health Worker who is a pivot of domiciliary care should be 
adequately trained to recognize the "danger signals" during Labor 
of a doctor. Institutional care is recommended for all “high risk: 
cases, and where home conditions are unsuitable (17). 
The high level of maternal mortality in developing countries has 
been attributed partly to the non- availability of services and partly 
to poor utilization of services even when they are available (19). 
The role of skilled midwife in lowering MMR:  
Peter (1988) (20) and kwast (1991) (21)discussed the role of the 
midwife in promoting safe motherhood. They concluded that 
she/he can make an enormous contribution, not only as skilled 
practitioner but also as a socially and  politically active member of 
the community in which she/he lives and functions .Sweden is one 
country where dramatic decrease of maternal morbidity and 
mortality has been demonstrated as a result of the introduction of 
professional midwifes in the communities and institutionalization of 
deliveries (22). 
Developing countries are often forced to rely upon autonomous 
midwives in the community as well as in smaller district Hospitals. 
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Medical doctors and obstetricians are scarce and they mainly 
function in big referral Hospitals.  
Therefore, besides the normal midwifery tasks described in the 
international definition of midwife, it is often necessary to delegate 
specialized obstetric tasks to midwives in order to provide 
adequate maternal services to women (23,21). The main direct 
clinical causes of maternal death are listed in vital statistic data as 
hemorrhage, sepsis, eclampsia, obstructed Labour and unsafe 
abortion. But these numbers still hide the real reason why these 
women may be dying. For example a women dying from 
hemorrhage may have not understood the need to seek care, may 
not have had money or access to transport, may have been 
deterred from seeking help by inappropriate traditional practices, 
may have received inadequate clinical care or may have been 
treated in a facility without access to blood products. Knowing the 
precise reasons why such woman die will enable a start to be 
made in addressing the specific problems to be overcome. These 
may include community and personal awareness, the provision of 
transport, updating health care worker training or improving the 
blood supply. 
The reality is that the vast majority of women die usually because 
they do not receive the health care that they need. This may be the 
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result of a lack of basic health care provision or through, for what 
ever reason, an inability to access the local health care services(16). 
There is increasing recognition that pregnant women should be 
assisted by a professional health carer with necessary skills, 
drugs, supplies, equipment and back-up particularly during and 
immediately following childbirth. In the absence of such 
professional assistance, women pay a heavy price- maternal ratio 
rates of 1000-2000 per 100.000 births. The differences between 
countries who managed to lower their maternal mortality rate 
quickly and those who lagged behind appears to have been in the 
way in which skilled care was organized (2). The Thailand 
experience in particular shows how providing skilled attendants, in 
this case midwives, resulted in dramatically reduced maternal and 
newborn mortality (24). In Egypt, higher use of skilled care during 
delivery was achieved through a dual strategy involving improved 
quality of care in health facilities coupled with information targeted 
to decision- making at the household level, which led to an 
increase in women and families seeking skilled care. There are 
sound medical reasons why governments should invest in skilled 
attendants, especially for the time of birth. Most maternal and 
newborn deaths- with the significant exception, of those associated 
with unsafe abortion which is responsible for an estimated 13% of 
Please purchase PDFcamp Printer on http://www.verypdf.com/ to remove this watermark.
 18
maternal death- occur around the time of childbirth or shortly 
thereafter (24). The remaining deaths, those caused by underlying 
conditions exacerbated by pregnancy, e.g. severe anemia, 
tuberculosis (TB), malaria and HIV/AIDs, also require the 
assistance  of skilled health care provider during pregnancy, birth 
and the immediate postnatal period for appropriate management 
and treatment (2). The WHO has identified a number of cost-
effective interventions for the management of the major causes of 
maternal death. These interventions require a person with 
midwifery competencies and Selective obstetric skills and back-up 
during the critical period of Labour, birth and the immediate post- 
partum period, in order to prevent, mange or refer in timely way. 
While the regional aggregations hide important differences both 
between and within countries, it is clear that doctors attend most 
births in the Middle East/North Africa and Latin America/ 
Caribbean regions. In sub- Saharan Africa, other categories of 
professional health care providers (midwives, nurses and other 
formal health care workers) attended 39% of births, while relatives 
assisted 27% of births. In Asia, it is the TBAs who are the largest 
single group of carers (41% of births), however the regional 
differences are vast (2). 
Although, in most countries, more and more births benefit from 
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assistance by a health care professional with midwifery skills, 
sadly, there remain large parts of the world where women have 
either no one, or only family members, to assist them during 
childbirths (2). Those studying the tends and uses of skilled 
attendants have noted that the more educated and wealthier 
women are, the more likely they are to have their births attended 
by a professional health practitioner. (25)  
Research findings indicate that training TBAs is not an effective 
strategy for reducing maternal mortality, for example, study 
comparing maternal mortality and morbidity in two urban 
populations in Senegal showed that even trained TBAs were 
unable to accurately recognize Signs of complications early, or 
were unable to make correct diagnosis and take appropriate action 
for managing complications (26). Despite the international safe 
motherhood initiative transition from a focus on TBAs to expanding 
the number of health professionals who are skilled birth attendants, 
the Honduran Ministry of Health has remained committed to 
training TBAs and providing a level of supervision as they continue 
the progress towards increased access to newer models of 
maternity care. yet ,the question that arises is  whether or not the 
TBAs will be available in the near  future to provide the necessary 
care for women in the more remote areas of the district. Many 
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factors, including the aging of TBAs without young apprentices, 
lack of resources, training and supplies ,and fear of, or inability to 
reach clinics, put rural women in danger of having no experienced 
provider to assist in childbirth, even as urban areas see 
improvement in maternal and child health outcomes (27).  
A descriptive study conducted by Umgumaa in 1998 titled 
Historical Development of Midwifery Education in Sudan, disclosed 
the following facts (28).  
1. 78% of TBAs interviewed in the study were illiterate and 35% 
of them had been practicing delivering mothers for almost 11-
15years without joining any type of training, so the researcher 
thinks it is difficult to change their attitude and behavior unless 
their training is being prolonged for several years.  
2. All TBAs did not watch the women during her labor but they 
had rather conducted the delivery.  
3. All TBAs were afraid to accompany the mother to the hospital 
whenever referral is required because of not having the 
license to practice.  
4. 91.3% of TBAs did not suture the episiotomy they made 
during delivery and 8.7% sutured with unrecommended 
materials.  
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5. More than 1/3rd of the midwifery teachers, basic education is 
primary level and about 2/3rd of them were not exposed to 
teacher’s training at all.  
6. The evaluation of trained TBAs performance revealed  several 
negative points and as a result the evaluators advised that 
their training should continue temporarily, the researcher 
recommended that their training should be stopped and 
substituted by legal midwives .  
In a recent cross sectional study conducted in Wad Medani town 
assessing the reproductive health services found that, the 
reproductive health has a great effect on the health of the mother, 
child and   the outcome of the pregnancy. It was shown that there 
are factors which affect the impact of reproductive health like 
health education, socio-economic and educational factors, 
awareness of reproductive health and quality of health center 
services. The study also revealed a high utilization of 
contraceptives reaches up to 64% due to high awareness level (29).  
Dr Mohammed Ahmed in 2003 had conducted a cross sectional 
study in 4 main Hospitals in Sinnar State to investigate the quality 
of reproductive health services by assessing Emergency obstetric 
care (EmOC), he came out with the conclusion that the case 
fatality rate in these Hospitals was low and the needs of EmOC 
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were met in these Hospitals and if the patient reaches the hospital 
in time, she will most probably receive the needed care in 
reasonable time. The main and common constraints of EmOC 
were lying before reaching the health facility. These constraints 
included client's knowledge and negative attitude towards 
recognition of danger signs, lack of transport, poor ANC and 
postnatal care, deficient health education, poor counseling and the 
poor performance of village midwives (30). 
Challenges and constraints: 
In a case control study conducted in Kathmandu, Nepal, 
comparing the characteristics of mothers having home or 
institutional delivery, revealed that 81% had an institutional 
delivery, and 19% delivered at home. In Univariate analysis, parity 
and poverty indicators (income, size of the house, ownership of 
house) were associated with place of delivery. Of home deliverers, 
only 24% used TBA, and over half were unplanned due to 
precipitate Labor or lack of transport. The study concluded that 
poor education and multiparty rather than poverty per se increased 
the risk of a home delivery in Kathmandu (31). It seems that 
economic factors are less important because the fees for services 
in the main government maternity hospital in Kathmandu are still 
low and there is an exemption policy for very poor mothers, but the 
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study showed that occupation and religion had an effect on choice 
of delivery place (31). 
Nwakoby in Nigeria also found that maternal education is 
associated with use of maternity services for delivery, but found no 
influence of parity (19) .Grosse and Auffrey concluded that there 
was a strong and consistent association  of literacy with maternal 
mortality. They found that practices likely to promote health, 
including use of modern health services, were associated with 
literacy (32).  
Another Nigerian study showed that despite adequate local 
provision of maternity services,65% of women still delivered at 
home. The authors attributed this to fees for delivery services, level 
of income, cultural beliefs and education (33). They concluded that 
provision of relatively accessible services doesn’t gurantee their 
use and that other social and cultural considerations must be taken 
into account (33).   




2.1 Study design: 
This is a descriptive, cross- sectional, community based study. 
2.2 Study area: 
Sinnar state is agricultural state surrounded by a country and five 
states, with an area of 40.680/sq.km and a population of 
1.306.770. It has three main localities (Sinnar, Singa and El-
Dinder) that are subdivided into administrative units which are 
further subdivided into groups of villages giving a total of 820 
villages. Each locality is covered by different health facilities 
ranging from basic health unit to large provincial hospital. The state 
has two midwifery schools, one in Sinnar locality which is founded 
in 1970 and graduated 20 patches of VMWs so far, while the other 
school is in El Dinder locality which was established recently in 
2002 and graduated 3 patches of VMWs up to now. 
The number of Villages covered by official trained midwife is 
estimated to be 68% from total villages in the state. Here are some 
health indicators of the state according to the SMS 1999: 
· MMR of the state: 255 deaths per 100.000 LBs while the 
national figure is 509 deaths per 100.000 LBs. (SMS1999). 
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· Percentage of deliveries attended by skilled birth attendant = 
75%(SMS1999). 
· Infant mortality rate= 23 per 1000 LBs compared to 68 per 
1000 LBs nationally (SMS1999). 
· Women in child bearing age (WCBA) = 261.354 (SMS1999). 
· Pregnant ladies are 44.430 (SMS1999). 
· Contraceptive prevalence = 20% (SMS1999). 
2.3 Study population: 
Village midwives (VMWs) and Traditional birth attendants (TBAs), 
trained and untrained in Sinnar state. 
2.4 Sampling: 
2.4.1 Sampling technique: 
Simple random sampling technique was used for VMWs by listing 
all of them in a sheet and then selected randomly according to the 
sample size by using random digit table through the computer, 
while total coverage technique was followed for the TBAs giving a 
total of 176 , 141 of them were trained while 35 were untrained . 
2.4.2 Sample Size: 
Sample size has been calculated for the VMWs using the following  
formula: 
n= z2pq/d2 
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Where n= sample size 
Z= Confidence level (1.96). 
P=0.5 
q= 0.5 
d= desired margin of error (0.05) 
Thus the sample size was calculated to be: 
(1.96) (1.96) (0.5) (0.5)/ (0025)= 384 
Then n = 384 out of 562 of the total VMWs in the state. 
2.5 Data collection tools: 
A modified WHO standard questionnaire was used to collect the 
data according to the stated objectives from VMWs and TBAs 
(trained and untrained).Annex page(76-79). 
2.6 variables : 
The questionnaire covered the sociodemographic aspect, 
knowledge of midwives regarding danger signs during pregnancy, 
labor and postpartum period. It also investigated the role of village 
and traditional midwives in providing maternal health services in 
their communities, the types of training they have received and the 
challenges and constraints they have faced in the field of their 
career .  
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2.7 Data collection technique: 
An interview using the questionnaire for the VMWs and TBAs 
(trained and untrained) in this study was done by well trained 
personnels who were selected carefully by the RH directorate of 
the state for this purpose. One day training session was conducted 
to facilitate understanding of the objectives and proper filling of the 
questionnaire in order to avoid any bias, then a pretest was done 
to confirm the validity of the questionnaire. 
Direct interview with the senior obstetricians in the two main 
teaching hospitals of the state who were residing in the area for 
more than ten years was also conducted by the researcher to 
verify the source of referral of complicated obstetrical cases to their 
hospitals. 
2.8 Data Analysis: 
Data obtained was processed and analyzed with the use of the 
statistical package for social science (SPSS), where cross 
tabulation and significance of difference using Chi-square test was 
constructed, the graphic presentations were formulated with the 
use of the Excel Microsoft office. Categorical data were compared 
using x2 test and the level of significance was taken at 0.05.  
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2.9 Ethical Consideration: 
Approval was obtained from both, Sinnar MOH and the 
investigated midwives on voluntary bases before conducting the 
research (informed consent). 






Socio- demographic aspects: 
A total of 560 midwives (VMWs and TBAs) were met by the study, 
227(40.5%) were from El Dindir, 193 (34.5%) from Sinnar and 140 
(25%) were from Singa Locality (Table 1). 
Of a total of 384 investigated VMWs, 241 (62.8%)  were found to 
be illiterate and 232 (60.4%) were 40 years of age and above, that 
corresponds to 180 (74.7%) of illiterates, 7(87.5%) of khalwa 
attendants and 45(33.3%) of a formal education recipients (Table 
2). 
Eighty eight percent of trained TBAs were found to be illiterate, 
85.8% were 40 years old and above that corresponds to 90.3% of 
the total illiterates, 100% of khalwa level and 33.3% of those with 
formal education. All of untrained TBAs were illiterate and 97.1% of 
them were 40 years old of age and above (Table 2).   
239 (42.7%) of the total midwives interviewed reported that they 
were informed about their job description. 228(59.4%) of the 
VMWs were not informed about their jobs while 156 (40.6%) were 
informed, as for the trained TBAs 58(41.1) were not informed while 
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83 (58.9%) reported been informed. No significant difference 
between the VMWs and trained TBAs was seen. None of the 
untrained TBAs were informed about their jobs (Fig.1). 
Midwifery services were still practiced by 171 (97.2%) traditional 
(trained and untrained) midwives and by 378 (98.4%) of VMWs, no 
significant difference neither between the trained and untrained 
traditional midwives nor between them and the VMWs (P>0.05). 11 
(1.9%) of the total investigated midwives dropped out their job. Six 
of those who left their job were VMWs. 
Only 98 (17.5%) of the total interviewed midwives mentioned that 
they were involved in other jobs besides their midwifery services, 
20 (20.4%) of them were TBAs (trained and untrained) and 
78(79.6%) were VMWs No significant difference was seen 
between the TBAs (trained and untrained) (P>0.05) while 
significant between them and the VMWs (P<0.05) (Fig.2). 
329 (58.8%) of the total midwives disclosed the presence of other 
midwives with them in their local communities, 222 (57.8%) were 
VMWs while 107 (60.8%) were TBAs (trained and non- trained). 
No significant difference neither between the traditional trained and 
untrained midwives nor between them and the VMWs (P>0.05) 
(Table 3). 97(55.1) of the total traditional (trained and untrained) 
midwives and 212(55.2%) of the total VMWs reported that these 
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midwives were trained ones, with no significant difference neither 
between the trained and untrained TBAs nor between them and 
the VMWs (P>0.05).  
Capacity Building: 
 510(VMWs+ trained TBAs) which constitutes 97.9% of the total in 
the study, reported that they had attended the basic midwifery 
training, that corresponds to 373 (97.1%) of the VMWs and 
137(97%) of the trained TBAs, while the untrained TBAs were not 
included because by definition did not receive any basic training. 
143 (59.3) of the total illiterates VMWs had attended the basic 
midwifery training before more than 10 years back and 11 (2.9%) 
of total VMWs did not attend any basic training (Table 4). 
As for the refresher midwifery training courses, only 48 (8.6%) of 
the total midwives reported that they had attended it, 40 (10.4%) of 
the total VMWs whilst 8 (4.5%) of the total traditional (trained and 
untrained) ones. No significant difference was seen between the 
trained and non trained traditional midwives (P>0.05). However, 
significant difference was there between them and the VMWs 
(P<0.05). Only 55(9.8 %) of the total reported midwives said that 
they had attended a refresher training course/s on reproductive 
health (RH), 49 (12.8%) were of the total VMWs whilst 6 (3.4%) of 
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the total traditional (trained and non-trained) ones. No significant 
difference was seen between the trained and untrained traditional 
midwives (P>0.05) while significant difference was there between 
them and the VMWs (P<0.05) (Table 5). 
411 (73.4%) of the total interviewed midwives revealed that they 
were ever supervised while being on work. 369 (65.9%) said that 
they were supervised in the year preceding the survey, that was 
277 (72%) of the total VMWs while 92(65.2%) of trained TBAs. No 
significant difference between them was seen (P>0.05). None of 
the untrained TBAs   was ever been supervised (Table 6). 
Kit Contents: 
Kit contents mainly provided by the State Ministry of Health 
(SMOH) as reported by 361(64.5%) midwives of the total 
interviewed while  523 (93.4%)   renewed and refill it from their 
own resources (Table 7). 
Recognition of the kit contents was investigated among the VMWs 
and TBAs (trained and untrained) below showed that recognition of 
the traditional non-trained midwives was the least in compared to 
traditional trained and VMWs, with a significant difference between 
the traditional (trained and untrained) midwives as well as between 
them and the VMWs in reporting of any of the kit items. Scissors, 
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forceps and soap were the highest items recognized, that 
constituted 378 (98.4%), 376 (97.9%) and 359(93.5%) among the 
VMWs, 136(96.5%), 132 (93.6%) and 120(58.1%) among the 
traditional trained while 2(5.7%), 1(2.9%) and 2(5.7%) among the 
traditional untrained midwives respectively (Table 8). 
Recognition of danger signs for referral: 
Recognition of danger signs that obligates women referral during 
pregnancy, at and after delivery was investigated.  
As for during pregnancy danger signs that obligates women 
referral, 351(91.4%), 123(87.2 %) and 30(85.7%) of the total 
VMWs, traditional (trained and non-trained) midwives respectively 
reported  bleeding as the highest danger sign with no significant 
difference neither between the traditional (trained and untrained) 
midwives nor between them and the VMWs. While mother 
deformation and shortness was the least sign reported with a 
significant difference (P<0.05) between the traditional trained 
53(37.6 %) and untrained 1(2.9 %) and between them and the 
VMWs 161(41.9 %) (Table 9).    
Recognition of bleeding as a danger sign during delivery was 
stated by 351(91.4%), 131(92.9 %) and 33(94.3%) of the total 
VMWs, traditional (trained and untrained) midwives respectively, 
bleeding was also recognized as a highest danger sign with no 
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significant difference neither between the traditional (trained and 
untrained) midwives nor between them and the VMWs (P>0.05) 
(Table 10).  
Despite early labor pain showed significant difference between the 
traditional (trained and untrained) midwives and between them and 
the VMWs (P<0.05), it was poorly reported where 222 (57.8%), 
60(42.6 %) 2(5.7%) of the VMWs, TBAs (trained and non-trained) 
respectively recognized it as a danger sign(Table10). 
Rupture of membranes at delivery showed average level of 
recognition where significant difference (P<0.05) was seen 
between the traditional (trained) 80 (56.7 %) and (untrained) 
5(14.3%) midwives while no significant between them and the 
VMWs 210 (54.7%) (P>0.05) (Table 10). 
For the recognition of danger signs after delivery, bleeding was at 
the top of the list where 364(94.8%), 137(97.2%) and 33(94.3%) of 
the total VMWs, TBAs (trained and untrained) respectively 
recognized it as the highest danger sign with no significant 
difference neither between the traditional (trained and untrained) 
midwives nor between them and the VMWs (P>0.05). Fever 
followed as a second recognized danger sign where no significant 
difference was seen between the traditional trained 111(78.7%) 
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and untrained 23 (65.7%) midwives, (P>0.05) while significant 
between them and the VMWs (342(89.1%) (P<0.05) (Table 11). 
Despite the fact that the abnormal behavior was seen to be the 
least reported sign, the TBAs (trained and untrained) were seen to 
be more knowledgeable than the VMWs. No significant difference 
between trained TBAs 48 (34 %) and untrained ones 1(2.9%) 
(P>0.05), while significant between them and the VMWs 109 
(28.4%) (P<0.05) (Table 11).  
Interviewed  senior obstetricians disclosed that average number of 
referred complicated cases were 60 and 40 per month in both 
Sinnar and singa hospitals respectively which constituted about 
5% of the total admitted obstetric cases in those hospitals. 50% of 
those complicated cases were referred and accompanied by the 
VMWs while TBAs did never show themselves or accompany their 
patients whenever referral is needed. 
Complicated cases and deaths encountered: 
A range of (1-3) cases of complicated pregnancies were seen by 
the VMWs 181(47.1%), trained TBAs 59(41.8%) and untrained 
TBAs 14(4%). Almost all complicated pregnancies seen by the 
VMWs were referred while not the case among the untrained TBAs 
where 14 (40%) reported seen a complicated pregnancies, only 5 
(14.3%) referred the cases seen. That shows a significant 
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difference between the trained and untrained TBAs (P<0.05) while 
no significant difference between them and the VMWs (P>0.05) 
(Table 12).    
The average number of live deliveries attended by the VMWs, 
TBAs (trained and untrained) were (45.6), (41.23) and (32.4) 
respectively with a significant difference between the number of 
deliveries attended by the traditional trained and untrained as well 
between them and the VMWs respectively (P<0.05).The average 
number of normal deliveries conducted were (47.07), (46.06) and 
(32.46) by the VMWs, trained and untrained TBAs respectively 
with  a significant difference between the VMWs and trained TBAs 
(P<0.05) while not significant between the trained and non-trained 
TBAs (P>0.05) (Table 13). 
Average number of complicated deliveries encountered by the 
VMWs, trained TBAs and untrained ones were (4.23), (3.66) and 
(1.6) respectively with no significant difference (P>0.05) between 
the VMWs and trained TBAs while significant difference between 
the traditional trained and untrained ones (P<0.05). The average 
referral of complicated deliveries of them were (3.05), (3.10) and 
(0.77) by the VMWs, trained and untrained TBAs respectively with 
a significant difference between the traditional trained and 
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untrained as well as between them and the VMWs (P<0.05) (Table 
13).    
The average number of after delivery complications seen by the 
VMWs and TBAs (trained and untrained) were (0.24), (0.39) and 
(0.31) respectively while the average referral of those cases to the 
hospital were (0.32), (0.25) and (0.29) respectively with no 
significant difference neither between TBAs (trained and untrained) 
nor between them and the VMWs (P>0.05) (Table 14). 
 A total of 246 (43.9%) of the total midwives revealed that they 
have seen cases of unsafe abortions during the last 12 months 
preceding this study , that gave an average of 1.07 abortions seen 
per a midwife. This average number of unsafe abortion vary 
between 1.1 for the VMWs to 0.94 for untrained TBAs. No 
significant difference was seen, neither between the trained and 
untrained TBAs nor between them and the VMWs (Table 15).  
A total of 77 (13.8%) of the total midwives revealed that they faced 
women deaths due to complications of pregnancy, labour and 
puerperium in the last 12 months. That gave an average of 0.21 
deaths per a midwife. The average number of deaths vary between 
0.19 for the VMWs to 0.26 for each of the TBAs (trained and un 
trained). No significant difference was seen, neither between the 
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trained and untrained TBAs nor between them and the VMWs 
(Table 15). 
25.7% of untrained TBAs experienced the death of 1-3 pregnant 
women while 1.4% of the trained TBAs experienced the death of 
more than 4 ones. (Figure 3). 
Female circumcision or female genital cutting (FGC) is still being 
practiced during the last year by 44.5%, 31.2% and 54.3% of the 
VMWs, trained and untrained TBAs respectively ( figure 4). 
Participation in maternal health services at the nearest health 
unit: 
263(47%) of the total midwives reported that they shared the team 
work in their local community with the medical assistants and the 
other midwives at the nearest health unit, 204 (77.6%) of them 
were VMWs, 59 (22.4%) were trained TBAs while 0(0%) were 
traditional non-trained. Significant difference was seen between 
the TBAs (trained and untrained) as well as between them and the 
VMWs (P<0.05).  
(Table 16) below shows that 78 (20.3%) of the VMWs and 10 
(5.7%) of trained TBAs accomplished more than two visits per a 
week to the nearest health unit with a significant difference 
between them (P<0.05).  
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ANC, raising of RH awareness, postnatal care, deliveries and 
family planning were the types of services introduced by 255 
(45.5%),158 (28.2%),155 (27.7%), 94 (16.8%) and 90 (16.1%) of 
both VMWs and trained TBAs with a significant differences seen 
between them(P<0.05).None of untrained TBAs has ever 
participated in any health unit activities (Table 17).   
When controlled for non reported cases, no significant difference 
(P>0.05) was seen between TBAs (trained and non-trained) nor 
between them and the VMWs regarding the time duration since 
last delivery has been conducted. 
Obstacles and constraints: 
519 (92.7%) of the total interviewed midwives reported that they 
had experienced the need for referral but they failed to do so for 
different reasons. Poverty stands as the main factor reported by 
(77.6%), (53.9%) and (48.6%) of the VMWs and TBAs (trained and 
untrained) respectively, while family refusal came on the second 
rank reported by (76.6%), (66%) and (45.7%) of them respectively.  
Far distance as a factor affecting referral was reported by 62.9% of 
non- trained TBAs (Fig. 5).   
Not having salaries was reported by 217 (56.5%) of VMWs and 72 
(51.1%) of trained TBAs with no significant difference between 
them (p>0.05). 26(6.8%), 31(8.1) of the VMWs and 
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57(40.4%),23(16.3%) of trained TBAs disclosed  that the problems 
they had faced with the supervisor were drugs non-availability and 
non affordability of supplies and equipment needed respectively. 
38(9.9%) of the VMWs and 74 (52.5%) of trained TBAs stated that 
the problems they had encountered with the public is the non- 
payment of delivery fees. 
Not being covered by the health insurance services mentioned  by 
5(1.3%) of the VMWs and 37(26.2%) of  trained TBAs (Table 18).                                                 
 
 






Table 1: Distribution of the VMWs and TBAs 














































Table 2: Socio-demographic Profile 
 of VMWs and TBAs in Sinnar state 




Type  of 
education Years of Schooling 
Age Group 
Total 
<35   
Yrs. % 
35< 40 
 Yrs. % 
40  
Yrs. + % 
Village midwives 
Illiterates 0 27 11.2 34 14.1 180 74.7 241 
Khalwa 1-5 Yrs. 0 0 1 12.5 7 87.5 8 
Formal education 1-5 Yrs. 25 56.8 10 22.7 9 20.5 44 
6-12 Yrs. 28 30.7 27 29.7 36 39.6 91 
 Total   80 20.8  72 18.8  232 60.4  384 
Traditional 
trained 
Illiterates 0 3 2.4 9 7.3 112 90.3 124 
Khalwa 1-5 Yrs. 0 0 0 0 5 100 5 
Formal education 1-5 Yrs. 1 14 3 42.9 3 42.9 7 
6-12 Yrs. 4 80 0 0 1 20 5 
 Total  8 5.7  12  8.5 121 85.8  141 
 Traditional not 
trained  Illiterates 0 0 0 1 2.9 34 97.1 35 
Total 0 0 1 2.9 34 97.1 35 
 





Table 3: Distribution of the VMWs and TBAs reported the 
presence of other midwives residing with them in 
the same village 
 





VMWs 222 (57.8%) 162(42.2%) 384 (100%) 
TBAs ( trained and 
untrained)    
107 (60.80%) 69 (39.20%) 176 (100%) 

















Table 4: Distribution of VMWs by educational level and the 




























































Table 5: Distribution of VMWs and TBAs attended the basic 





Trained TBAs  
N=141 
Total 
N = 525 
Attended basic training 




Attended  refresher  































Table 6: Distribution of VMWs and TBAs midwives being 


















Supervisory visits provided 






















Table 7: Sources of provision and replenishment of kit 
contents used by VMWs and TBAs in Sinnar state   
(N= 560) 
 
Source Provision replenishment 
 












































Scissors 378 (98.4%) 136 (96.5%) 2 (5.7%) 
Forceps 376 (97.9%) 132 (93.6%) 1(2.9%) 
Soap 359(93.5%) 120(58.1%) 2(5.7%) 
Syringes  355(87.2) 99(70.2%) 1(2.9%) 
Umbilical string 326(84.9%) 114(80.9%) 2(5.7%) 
Gloves 288(75%) 58(41.1%) 0(0%) 
Antiseptic 277 (72.1%) 71 (50.4%) 0(0%) 












Table 9: Recognition of danger signs during pregnancy that 










Bleeding 351(91.4%) 123(87.2 %) 30(85.7%) 
Anemia 310(80.7%) 100(70.9 %) 15(42.9 %) 
Primigravida 287 (74.7%) 97(68.8 %) 3(8.6 %) 
Malpresentation of the 
fetus 
283(73.7%) 94(66.7 %) 16(45.7 %) 
Swelling 271(70.6%) 76(53.9 %) 8(22.9 %) 
Previous scar 259(66.7%) 76(53.9 %) 2(5.7 %) 
Fits 238(62 %) 89(63.1 %) 4(11.4 %) 
Hypertension 232(60.4%) 79(56 %) 1(2.9 %) 
Multigravida 222(57.8%) 70(49.6 %) 1(2.9 %) 
Twins 220(57.3 %) 70(49.6 %) 3(8.6 %) 
Deformation and 
shortness 
161(41.9 %) 53(37.6 %) 1(2.9 %) 
 
 







Table 10: Recognition of danger signs during delivery that 
obligate referral by midwives 











Bleeding 350 (91.1%) 131 (92.9 %) 33 (94.3%) 
prolonged labor  323  (84.1%) 11 (79.4 %) 8 (22.9%) 
Early labor pain  222  (57.8%) 60 (42.6 %) 2 (5.7%) 














Table 11: Recognition of danger signs after delivery that 
obligate referral by midwives 










Bleeding 364 (94.8%) 137 (97.2%) 33 (94.3%) 
Fever 342 (89.1%) 111 (78.7%) 23 (65.7%) 
Fits 250 (65.1%) 104 (73.8%) 4 (11.4%) 
Vaginal discharge 182 (47.4%) 66 (46.8%) 1 (2.9%) 
 abdominal pain 171 (44.5%) 55 (39%) 3 (8.6%) 
 lower limp swelling 164 (42.7%) 62 (44%) 1 (2.9%) 












Table 12 Distribution of complicated pregnancies seen and 
referred by VMWs and TBAs during the 12 months 
preceding the study 









seen Referred seen Referred seen Referred 


















































Table 13: Average number of deliveries outcome encountered 
during  the twelve months preceding the study 
























































Table 14: Handling and managing of after delivery   
complications witnessed during the twelve 
months preceding the study 











Average number of after 
delivery complications 
seen 
0.42 0.39 0.31 
Average number of after 
delivery complications 
referred 
0.32 0.25 0.29 










Table 15: Average number of unsafe abortions and maternal 
deaths seen during the twelve months preceding 
the study 











Average number of 
unsafe abortion seen 
1.1 1 0.94 
Average number of 
deaths seen 











Table 16: Visits performed by the VMWs and  trained TBAs to 
their nearest health Unit  











2 or more 


































Table 17: Types of services provided by the VMWs and trained 
TBAs through their nearest health unit 




























































Table 18: Type of problems experienced by the VMWs and 












































Figure 1: Percentage of VMWs and TBAs being  informed  


























VMWs Trained TBAs Non-trained TBAS










Figure 2: VMWs and TBAs having extra jobs  
besides their midwifery services   
 
VMWS, 78(79.6%)
TBAS, 20( 20%)TBAS,20(20.4%) 






Figure 3: Number of deaths reported by the VMWs and 
TBAs(trained and untrained) after 6 weeks of 
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Figure 4:  Last female circumcision  
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Figure 5: Factors hindering referral of patients 



























Poverty Family refusal Transportation
difficulties
Distance
VMWS Trained TBAS Non trained TBAS
 





All midwives who participated in this study were distributed almost 
equally in the three main localities of the state while the majority of 
TBAs were found in EI -Dinder since the bulk of remote villages 
(50%) are in that locality . 
50% of VMWs and trained TBAs were not informed regarding their 
job description which may reflect a deficiency in the orientation and 
the quality of basic training they had received in the past. The very 
high illiteracy rate among TBAs(88%) supports  what has been 
reflected in Umgumaa study seven years ago(28), While the high 
rate among the VMWs(62.8%) can be explained by the fact that 
more than ten years ago- the time when they had received their 
basic training-illiteracy eradication programmes were not stated in 
the training model of the midwifery schools due to the extended 
country with high illiteracy rate among women and the crucial need 
to cover the remote village with trained midwifes.  
Almost all of the midwives in the study were still providing the 
midwifery services to their communities and the drop-out from this 
service among the VMWs in particular was not significant(<2%), 
but involvement in extra jobs besides midwifery services among 
Please purchase PDFcamp Printer on http://www.verypdf.com/ to remove this watermark.
 65
VMWs was higher than TBAs. Refresher training courses whether 
in midwifery or reproductive health areas were very sluggish and 
almost absent (only 8.6% of the total investigated midwives 
received the training) and this may be reflected negatively in the 
performance of midwives in general. 
Recognition of danger signs whether during pregnancy, labour or 
postpartum period, revealed good level of knowledge among  
VMWs and  trained TBAs, bleeding per se has been recognized as 
the highest danger sign by 88% of all types of midwives  without 
significant difference between them .But recognition of the rest of 
danger signs showed remarkable variations of knowledge  among 
the different midwives according to the level of their training, that is 
why WHO has identified a number of cost effective interventions 
for the management of the major causes of maternal deaths. 
These interventions require a person with midwifery competencies 
and selective obstetric skills and back-up during the critical period 
of labour, birth and the immediate postpartum period (2). 
The Thailand experience in particular showed how providing skilled 
attendants, in this case midwives, resulted in dramatically reduced 
maternal and newborn mortality(24), since those VMWs stand as 
the first line of defense in recognizing and referring complicated  
cases to the health facility. The importance of the early recognition 
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of danger sings was affirmed by the outcome of  Dr. Mohammed 
Ahmed study in Sinnar in which he concluded the main and 
common constraints of EmOC were lying before reaching the 
health facility and he referred to the poor performance of VMWs (30). 
In contrast senior obstetricians in the main teaching hospitals of 
the state expressed their satisfaction on the role played by the 
VMWs concerning the early detection and referral of complicated 
cases, but they stressed on the need to upgrade them. 
The mainly confined role of VMWs and trained TBAs to maternal 
home services can be explained by the collapsed or non-
availability of nearby health units which is the direct responsibility 
of the local authorities in rehabilitating and establishing those 
health units in order to enable the VMWs to provide their services 
in better shape. 
Recalling kit contents revealed a very low level of knowledge 
especially among the untrained TBAs where no one could 
recognize the antiseptics and gloves which may explain the non-
use of these items by TBAs and hence the dirty and unsafe 
deliveries they might have been conducting along the way. SMOH 
was stated as the main provider of kit contents, while in fact it only 
played the role of a mediator because the real donors were the 
WHO and the United Nations Children Fund (UNICEF). It was also 
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obvious that midwives replenished their kits from their own 
expenses, which reflected the absence of the local authorities in 
supporting maternal health activities.  
Circumcision or what is known by female genital cutting (FGC) 
although not common was still being practiced by the different 
midwives in the state (VMWs and TBAs) within one year period 
exceeding this study , bearing in mind the question was directed 
towards the last FGC performed and not towards the numbers 
being done to avoid embarrassment .Poverty , family refusal, far 
distance and transportation  difficulties were the four main factors 
hindering referral of patients to hospital. These findings may agree 
to some extend with the findings of Nepal study where poverty and 
parity were associated with place of delivery and over a half of 
deliveries conducted at home were unplanned due to precipitate 
labour or lack of transportation (31) . Not receiving a salary because 
of not being employed is a major problem faced by the VMWs and 
trained TBAs with the local authorities which might have a negative 
impact in the devotion of those midwives towards their career, 
while untrained TBAs never been asked about any problem since 
they are not linked with the health system at all. 




The study concluded that the role of the investigated midwives is 
mainly restricted at conducting normal home deliveries and 
referring complicated cases to health facilities but TBAs in 
particular don’t accompany their patients whenever referral is 
required. Only 47% of the midwives were involved in health unit 
activities. Despite the high literacy rate among the VMWs, their 
knowledge in general was not that good but was better than 
trained TBAs and the latter had much better understanding than 
untrained TBAs due to the quality of basic training they had 
received. 
The supervision was very weak and not in regular bases while the 
refresher training courses were almost absent. VMWs and TBAs 
(trained and untrained ) had never received any direct financial or 
logistical support from the local authorities of the state. 
Poverty family refusal and transportation difficulties were the most 









To improve maternal health in the state in general this study 
recommended the followings according to its results: 
· Termination of services provided by untrained TBAs through 
the local authorities in order to avoid their harmful practices 
as expected from the level of their knowledge. 
· Covering the rest of the villages in the state (almost one third 
according to SMOH records) with trained and skilled VMWs. 
· Linking of trained TBAs in the state with the health system 
temporarily in order to improve their performance while their 
replacement with young trained literates whom they select 
will be going on. 
· To stress during the basic training of VMWs and trained 
TBAs on the early recognition of danger signs during 
pregnancy, labor and puerperium. 
· Raising the awareness of mothers and families regarding 
maternal health and the need to consult well trained and 
skilled personnel during antenatal, intranatal and postnatal 
period. 
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· Strengthening of the supportive supervision and refresher 
courses to improve the poorperformance of midwives and to 
update them with the latest techniques. 
· Provision of well equipped ambulance to the remote areas in 
each locality of the state to help transferring complicated 
cases to the nearest health facility.  
· The state should allocate annually some amount of money to 
push and support the primary health care activities in its 
communities. 
· Intensification of illiteracy eradication programmes among 
women in these villages in order to guarantee the presence 
of young literate ladies whenever requested to Join the 
midwifery school. 
· Conduct descriptive cross-sectional in-service training study 
assessing the skills of VMWs and trained TBAs while 
providing maternal health services.  
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